A survey was made of all patients in general surgical, urological, and orthopaedic and accident wards in Glasgow on one day in June 1975. Its purpose was to define features of acute surgical practice of relevance to the future planning of resources, particularly bed numbers. Over 40°' of the patients in both surgical and orthopaedic wards were over 65 years. Most patients had serious conditions and could not have been treated other than by admission to an acute surgical ward. But a substantial minority no longer needed such facilities and could have been transferred to second-line beds, although many still required skilled nursing care. Delay in the discharge of elderly patients from acute surgical wards as a consequence of non-surgical (often medical or social) problems results in a proportion of acute surgical beds fulfilling a second-line function. Unless arrangements for the earlier discharge of these patients are made any reduction in acute surgical beds is likely to restrict elective surgery, especially in orthopaedics. Introduction "Norms" for the provision of acute hospital beds are now being used in planning the future provision of surgical services.
Introduction "Norms" for the provision of acute hospital beds are now being used in planning the future provision of surgical services. Relating a declared norm to estimates of the future local population produces a simple statement of limits within which surgical services must be constrained. The assumption that both the present pattem of surgical morbidity and present techniques of surgical practice will continue unchanged may, however, be challenged. A more serious objection is that planning procedures of this kind assume that acute beds are in fact used for acute cases. There is little allowance for the inappropriate use of these facilities that may arise because services of other kinds are inadequate in some areas.
In October 1975 the Greater Glasgow Health Board circulated a discussion document' that proposed an overall reduction of acute beds by 1991. The projected bed numbers were based on an expected fall in population and the application of a desired rate of "patient throughput" proposed by the Scottish Home and Health Department (throughput is the average number of patients per bed per year). This method of estimation resulted in the proposal to reduce the number of acute surgical and urological beds from about 1200 to 690 and orthopaedic and accident beds from 720 to 360-that is, an overall reduction of 45%. When the area subcommittee in surgery was invited to comment it considered that there was need for objective data about certain aspects of the use of surgical beds and the characteristics of surgical patients. The Orthopaedic Council in Glasgow had already begun a limited inquiry of this kind, and the community medicine specialists whom the Council had consulted were invited to broaden their inquiry. The collaborative survey which followed is described here.
Objectives
The survey was planned to describe the pattern of surgical work and to define those features of surgical inpatient care that may be relevant to the planning of future resources. We were particularly interested in the problem of discharging elderly patients once their surgical treatment had been completed and in the possible use of "second-line" beds as an alternative way of caring for patients who no longer needed acute facilities.
Methods
The survey took the form of a census of all inpatients in general surgical, urological, and accident and orthopaedic beds in the area of the Greater Glasgow Health Board at 9.00 am on 19 June 1975.
One hazard of census surveys of this kind is that the day chosen for the survey may not be typical. Inquiries made of each surgeon concerned and comparisons with other routine statistical data suggested, however, that there was no reason to consider that this day was unusual. The data may thus be regarded as a reasonable cross-section of the day-to-day pattern of surgical work in Glasgow.
Two sources of data were used in the survey. A questionnaire about each patient was completed by the consultant surgeon or his immediate deputy. The form recorded age and sex, the diagnosis, and any surgical procedure that had been undertaken or planned and inquired about the presence or absence of several factors relevant to the management or the discharge and aftercare of the patient and the patient's need on that day or in the immediate future for a number of specific services (such as operating theatre facilities or special nursing procedures). Further questions concerned expectations for the patient's discharge, his suitability for a second-line bed, and his most appropriate destination on discharge. The surgeon was also asked to choose one of a series of statements describing, in general terms, the patient's surgical and nursing needs. The second document was a version of the nursing dependency form developed by Barr and his colleagues at Oxford.2 This is a well-tested form and it was completed for each ward in the survey by the ward sister with data for each patient.
In addition to the usual pilot procedures for testing the feasibility of the protocols, all aspects of the survey were discussed with the surgeons who were to complete the documents. This process of consultation, together with the fact that the survey was initiated by surgeons themselves, probably accounted for the high degree of co-operation we experienced. Only one surgical unit did not participate, and there were valid reasons for this. As a check on the completeness of the survey we obtained the numbers of occupied beds from Health Board sources for the night before the survey. By these counts 1607 beds were occupied, and 1663 survey forms were completed-an "excess" of patients of 3-50'. This was explained by the different times of day at which the two counts were made.
Results
The results refer to Glasgow as a whole. Both general surgical and urological patients were grouped together as "surgical" patients and orthopaedic and accident patients as "orthopaedic" ones. Although there were differences between the five districts in the health board's area, the similarities between patient characteristics in the various districts were more striking.
Age and sex-The significant feature of the age and sex distribution of the patients (table A*) was the proportion of patients who were aged 65 or over-42°' of the surgical patients and 440o of the orthopaedic patients. Patients over the age of 74 constituted 37%/h of the women on orthopaedic wards.
Length of stay-The number of days the patient had been in hospital was related to age and was strikingly greater over the age of 64, with very long lengths of stay being particularly associated with older patients. Ninety per cent of surgical patients under the age of 65 had spent less than 28 days in hospital, while the corresponding period for patients over 74 was 55 days ( and osteoarthritis (11 0) were the most common. The proportion of patients with fractures of the neck of the femur (1700) almost exactly equalled the proportion in hospital with arthritic conditions. As with the surgical wards, it would be difficult to argue that there had not been good cause for the admission of most patients. In view of the proportion of patients admitted as emergency cases, any attempt to reduce the number of beds without improving arrangements for discharging patients can only reduce the number of admissions for elective procedures.
SURGICAL AND NURSING NEEDS OF PATIENTS
The stage of treatment of the patients was assessed by the surgeon, who allocated each patient to the most appropriate of six general descriptive categories (table C). About two-thirds of the patients were in the three most therapeutically active categories, but it seems that 20-30°0 of the patients in both acute surgical and orthopaedic wards might have been adequately cared for in less elaborate or expensive facilities. This must, of course, be a tentative conclusion: some of these patients would have been close to discharge and, for the remainder, both the character of second-line beds and their relation to the parent acute unit merit further exploration. 
Discussion
Several factors with which our survey was not concerned are also relevant to the provision of acute surgical beds. These include estimates of the future size and age and sex characteristics of the population to be served and the extent of the unmet need for services, which may be reflected in the size of waiting lists. On the other hand, surveys of this kind can draw attention to existing circumstances and help planning by showing the character of the needs that are likely to exist in the future. It is apparent, for example, that some of the acute beds in Glasgow are fulfilling a second-line function, so that estimates of the "proper" number of acute beds for the future should take account of this present blurring definition. This argument may be carried further and attention drawn to the interrelation between emergency and elective admissions. For example, a combination of the inescapable emergency admissions of elderly women with fractures of the neck of the femur and difficulties in their later discharge from acute beds may reduce the availability of elective orthopaedic procedures for younger patients. Although the total population served by the Greater Glasgow Health Board is expected to fall in the next 15 years, this reduction in size will not be uniform in all age and sex groups. In particular, people aged over 64 in 1991 are expected to form 1600 of the predicted population, in contrast to 13% at present. 3 When we related these estimates to the proportions of patients occupying surgical or orthopaedic beds at a particular time we were struck by the prominence of conditions such as fractured neck of the femur, peripheral vascular disease, and the "major" cancers such as those of the large bowel. It may therefore be more sensible to view the overall provision of surgical facilities in terms of an "aggregate" of services for a fairly wide range of particular causes and patients' needs. Thus, rather than use a blanket projection of bed requirements, it would be desirable to try to estimate the future provision that would be necessaryfor example, for peripheral vascular surgery, the acute management of cancer, less complex procedures such as inguinal hernia, and so on. Data for these estimates already exist in the Hospital Activity Analysis and the Scottish Hospital Inpatient Statistics.
Such estimates would primarily relate to the need for admission to acute surgical beds. The second major point to emerge from the survey is the need to consider closely the character and function of second-line beds and, more generally, the relation between surgical, orthopaedic, and geriatric services. If "a bed" and the resources associated with it fulfil different functions at different stages in a patient's hospital stay it is possible to define the need for second-line beds for a fairly substantial proportion of surgical or orthopaedic patients. But it is also necessary to consider carefully the different functions that such beds will have to fulfill for different groups of patients. Some patients will need to convalesce and be rehabilitated, while others will need more explicitly surgicalgeriatric services, which permit a closer collaboration between the two specialties. Developments along these lines should be more properly regarded as a reorientation of existing resources on the basis of the requirements of patient care rather than as "economies" or reductions in bed numbers. To take one instance, it is doubtful whether significant economies in nursing provision could be made in providing second-line care for many of the longer-stay patients. There are also practical difficulties, not least in resolving such problems as the physical relation between acute and second-line beds and the difficulty of achieving an appropriate balance of numbers in the context of a single hospital or even a single district.
The data presented in this paper are a greatly condensed version of a more detailed account of characteristics of surgical and orthopaedic services in Glasgow. The value of the detailed analysis was, perhaps, that it enabled both surgeons and planners to develop a clearer picture of the nature of surgical services and the needs of the patients they care for. In this sense we hope that studies of this kind, which, we feel, are worth repeating or developing in other contexts, will be seen as a necessary part of the clinician's involvement in National Health Service management and as part of the wider problem of adapting existing services to the changing needs of patients.
